The objective of this study was to test and revise a staff assessment of person-centered care (PCC) within the Veterans Health Administration (VA) Community Living Center (CLC) setting. Design and Methods: Starting with measures of PCC initially developed through the Better Jobs Better Care (BJBC) study, we conducted cognitive interviews with CLC staff to assess applicability to the VA setting. We then (a) modified the questionnaire based on respondent feedback, (b) administered the revised survey via Internet to 265 staff at 8 VA CLCs, and (c) examined the psychometric properties of the revised 50-item BJBC PCC instrument using multitrait analysis. Results: Scale reliabilities met the criterion for group comparisons (alpha levels ranged from 0.84 to 0.91). The pattern of item correlations and intra-and interscale correlations indicating convergent and discriminant validity, respectively, were both 100%. Implications: Our results support the broader use of the BJBC survey within VA. In addition, given the high levels of internal consistency reliability of the current scales, it is likely that a psychometrically sound short form of the instrument could be created. Further research on construct and convergent validity are warranted to support the broader application of the instrument.
Implementation of a person-centered care (PCC) model in long-term care has been a growing movement since the 1986 Institute of Medicine report "Improving the Quality of Care in Nursing Homes" and the subsequent Nursing Home Reform Act under the Omnibus Reconciliation Act of 1987 (Scalzi, Evans, Barstow, & Hostvedt, 2006) . Prior to this movement, nursing home care was typically organized around rigid, uniform schedules applied in a physical environment based on institutional design. PCC, on the other hand, includes individualized care, transformed physical environments, and changed staff roles (Rahman & Schnelle, 2008; Ronch, 2003) and is theorized to result in better resident, staff, and family outcomes (e.g., resident quality of life and health outcomes, staff turnover, and family satisfaction; Burgio, Fisher, Fairchild, Scilley, & Hardin, 2004; Farrell, Frank, Brady, McLaughlin, & Gray, 2006; Kane et al., 2003; Kane, Lum, Cutler, Degenholtz, & Yu, 2007; Rantz & Flesner, 2004; Zimmerman et al., 2005) . These relationships have been observed in small-scale studies. More comprehensive research is needed in large-scale organizations (Hill, Kolanowski, Milone-Nuzzo, & Yevchak, 2011; Kane et al., 2007; Rahman & Schnelle, 2008) .
Within Veterans Health Administration (VA) nursing homes, now called Community Living Centers (CLCs), the PCC model was launched in 2005 at a national summit meeting and adopted in the 2006 VA strategic plan. VA is committed to providing high-quality care in this major component of its large integrated delivery system (Hojlo, 2010) . At the end of Fiscal Year (FY) 2007, there were 133 facilities, a budget of $2.7 billion and 13,000 employees in the VA CLC system. The national average daily census was 11,000 veterans, and approximately 49,000 unique veterans received CLC care in FY2007 (Hojlo, 2008) . The growing proportion of veterans 85 years or older suggests that care provided in CLCs will continue to be a significant component of the delivery system. This combination of factors makes the VA an ideal setting to examine the PCC model in long-term care.
In VA, the Geriatrics and Extended Care service relies on the Artifacts of Culture Change Tool (ACCT) to measure PCC practices and thereby monitor systemwide progress toward PCC. As of 2011, 319 private sector community nursing homes were collecting ACCT data through a Pioneer Network Web site (Pioneer Network, 2011) . Artifacts are the physical evidence that can be readily seen by an observer: structures for living and working, objects for daily use, rituals and activities, and ways in which people interact (Bowman & Schoeneman, 2006) .
There are currently three limitations associated with using the ACCT assessment for research. Most importantly, it is completed by a single point of contact (POC) who may have a vested interest in describing conditions in a positive manner. Additionally, the professional background of the POC may vary based on who the CLC appoints (e.g., nurse, psychologist, and so on). There is also little training in the application of the ACCT or testing of inter-rater reliability prior to its use by a POC to collect data in the field. Second, the ACCT does not assess certain crucial but less objective dimensions of PCC such as respect for resident personhood, staff knowledge of the person, support for resident autonomy, and the fostering of nurturing relationships. Third, the ACCT emphasizes the visible, objective aspects of the culture change process. Fully 55% of the points on the ACCT are related to environmental or physical modification such as the percent of residents in private rooms, whether there are traditional nurses' stations, and whether adaptive equipment such as door handles are used by residents. This weighting could lead facilities to focus on the environment and gives less attention to actual care and work processes. Finally, the underlying assumption of the ACCT is that physical changes reflect a change in staff attitudes regarding care provision. However, this assumption is largely untested.
Given these limitations, it is important to test alternatives to the ACCT as a measure of PCC in VA. The Better Jobs Better Care (BJBC) PCC Assessment Tool was created by White and colleagues to assess the degree of PCC implementation in eight organizations participating in the Oregon BJBC demonstration site-four of which were nursing homes (White, Newton-Curtis, & Lyons, 2008) . Not finding any existing appropriate instruments, the BJBC team elected to develop a survey-based tool that elicits nursing home staff perceptions of PCC. The primary objective of our study is to test the feasibility of using the White and colleagues' BJBC PCC Assessment Tool in the VA CLC setting, including an examination of its psychometric properties.
Methods
In this study, we used cognitive debriefing interviews to determine what modifications to the PCC instrument would be required to make it relevant/ understandable in the VA CLC context (Fowler, 2008; Hess & Singer, 1995; Tourangeau, Rips, & Rasinski, 2000) . The modified instrument was then administered to frontline staff at eight VA CLCs, and the resulting data were used to assess the survey's psychometric properties within the VA population.
BJBC PCC Assessment Tool Dimensions
PCC was quantified using the White and colleagues 50-item BJBC PCC Assessment Tool. This self-report measure assesses five dimensions of PCC and three dimensions of environmental support for culture change. Table 1 lists the scales  and definitions. Regarding PCC, scales are computed for personhood, knowing the person, autonomy, comfort care, and support relations. Previously reported Cronbach's alphas for these scales range from 0.86 to 0.91. Regarding environmental support for PCC, scales are computed for staff work with residents, personal environment for residents, and management/structure. Previously reported Cronbach's alphas for these scales range from 0.74 to 0.86. All questions use a 5-point response scale ranging from "very few" or "none/rarely" or "none of the time" to "all or almost all/all" or "almost all of the time," and the estimated time for completion is 15 min or less. Face validity of the instrument created by White and colleagues was examined through expert review of the content and comparison with themes in the existing research literature; exploratory factor analyses indicated that all eight dimensions were conceptually distinct, internally consistent, and positively correlated (White et al., 2008) .
Pilot Testing and Revision
Prior to large-scale administration of the BJBC PCC Assessment Tool (PCCAT), we evaluated the appropriateness of its language and concepts for use in the VA using cognitive debriefing interviews with three VA CLC staff who responded to an e-mail invitation sent to all CLC staff at one facility in the northeast. During the first 10-15 min of the interview, respondents completed a paper version of the questionnaire. The remainder of the 1-hr session was devoted to a "cognitive debriefing" in which a member of the study team reviewed each question in the survey, asking respondents how they interpreted key words or phrases, whether any words or phrases were ambiguous, and whether there were other questions that should be asked in order to adequately understand the topic. We also elicited feedback regarding the clarity, comprehensiveness, and relevance of the PCCAT. We found that all of the items on the survey were relevant to the VA setting; only minor modifications were necessary to adapt the instrument for VA use. For example, we replaced the word "client" with "resident" as the latter is used primarily in VA, and we added "military" as a response option for a question (Q31) about the kinds of associations residents may want to maintain.
Sample
We tested the psychometric properties of the 50-item PCCAT using data obtained by surveying employees from a convenience sample of eight CLCs. The eight CLCs were selected from the pool of CLCs with at least 70% of their residents categorized as long stay (i.e., more than 90 days length of stay). Using this criterion yielded a pool of 112 CLCs out of the total of 136. Of the 112 meeting the criterion, 8 CLCs were randomly selected from 4 geographically diverse regions-2 CLCs each from the northeast, south, midwest, and west. A total of 958 individuals were employed at these sites, representing all disciplines and levels of CLC hierarchy.
Data Collection
The VA Boston Healthcare System Institutional Review Board granted approval to conduct this study. Survey administration followed a standard protocol involving the distribution of web links to employees 3 times for a 1 month period. The first contact consisted of an e-mail from the CLC Director informing employees about the opportunity to participate in the survey. The survey was anonymous (e.g., there was no survey ID number linked to specific individuals) and follow-up reminders were sent to everyone, respondents and nonrespondents. The project manager on the research team was in contact with CLC staff 3 times on a biweekly basis during the 6-week administration period following the initial invitation from the CLC director. A total of 344 staff participated out of 958 employees, representing an overall response rate of 36%. Of the 344 respondents, 46 staff answered only the demographics questions and did not answer any of the scale questions and therefore were excluded from the analysis. Another 33 respondents were dropped because they did not answer at least half of the scale-relevant items. Thus, for the psychometric analysis, a total of 265 respondents are included. For these 265 respondents, the percent of missing responses for individual items ranged from 0% to 6%. Based on time-stamp data in the computer record, respondents took an average of 10 min to complete the web survey.
Psychometric Analysis
The centerpiece of this psychometric assessment was a multitrait scaling analysis (MTA) (Hays & Hayashi, 1990; Stewart, Hays, & Ware, 1992) . Based on the logic of the multitrait multimethod approach outlined by Campbell and Fiske (1959) , multitrait scaling was developed as a method for testing the psychometric properties of a proposed set of multiitem scales based on previous factor analytic work and/or theoretical considerations (Bowling, 1997; Ware, Harris, Gandek, Rogers, & Reese, 1997) . MTA involves the careful examination of the pattern of correlations between all questionnaire items and the hypothesized scale scores derived from those items. The pattern of convergence and discrimination among these correlations is relevant to the validity of the hypothesized scales. This stringent approach not only examines whether an item is significantly correlated with its hypothesized scale (i.e., demonstrates convergent validity), but also examines the correlations between that item and all other scales derived from the questionnaire to confirm that the item is not measuring other concepts (i.e., demonstrates discriminant validity). Item convergent validity is considered satisfactory if the item correlates at least .30 with its hypothesized scale.
Note that all "item-to-hypothesized scale" correlations were corrected for overlap such that the scale score was computed using all items assigned to that scale other than the item being tested so as to avoid inflating the item-to-hypothesized scale correlation. Item discriminant validity is supported, and a "scaling success" is counted if the correlation between an item and its hypothesized scale (r HS ) is significantly higher than the correlation between that item and any other scale (r OS ). Conversely, a "scaling failure" is counted if an r OS for any given item is significantly higher than its r HS . Given that we are interested in both scaling successes and failures, significance testing will be two tailed; we used the .05 level of tolerance for Type 1 error as our criterion for statistical significance.
In addition to these parameters, the other major consideration with regard to analytic power is the size of the effect to be detected. Cohen's measure of effect size for the difference between correlations is q, defined as the difference between the Fisher's z transformations of the two correlation coefficients in question (Cohen, 1977) . The Fisher's z transformation is necessary in order to translate the correlations into a scale with equal units of detectability, which is not the case for the raw difference between correlations. For q, Cohen suggests values of .10, .30, and .50 as representing small, medium, and large effects, respectively. In raw correlation terms, the differences between .20 and . 29, .40 and .48, .60 and .66, and .80 and .83 are illustrative of small differences (q = .10). The differences between .20 and . 46, .40 and .62, .60 and .76, and .80 and .89 represent medium differences (q = .30); large differences (q = .50) are represented by the comparisons between .20 and . 61, .40 and .73, .60 and .83, and .80 and .92 . Based on our experience with the development of attitude measures that utilize a 5-point Likert response scales, we anticipate that we will observe a considerable range of correlations in the MTA (e.g., from the teens and 20s through to the 60s and 70s). We therefore based our power requirements on the anticipation of a moderate effect size as a reasonable compromise. To achieve power of .80 for these parameters (q = .30, p < .05, two tailed) would require n = 180, which was comfortably exceeded by the present sample.
Results
Respondents (n = 265) were primarily nurses: 41% were licensed nurses (registered nurses [RNs] and licensed practical nurses), and another 23% were nursing assistants. Other major respondent groups included other professional staff (e.g., recreation therapists, dietitians, chaplains, social workers; 13%), medical providers including nurse practitioners and physicians (8%), and therapists (e.g., physical, occupational, speech, respiratory, kinesiology; 6%). Most (51%) respondents had worked for the VA for 5 years or more, and the vast majority (88%) spent half or more of their time providing direct care to residents. Respondent background characteristics are reported in Table 2 .
We created eight scales based on the dimensions identified by the factor analysis conducted by White and colleagues (2008) in the development of the BJBC PCCAT. We call the VA instrument "VA PCCAT." In order to be included in the analysis, a respondent was required to have answered at least half of the items in each proposed scale. The key MTA results are summarized in Table 3 .
The observed pattern of convergent and divergent correlations constitutes strong evidence of the reliability and validity of the hypothesized scales. Item-to-hypothesized scale correlations were substantial in magnitude, ranging from .42 to .87 across eight dimensions; thus, the convergent validity criterion was met by 100% of the items.
Examination of correlations between each item and its hypothesized scale compared with its correlations with all other scales revealed good item discriminant validity. Specifically, correlations between items and their hypothesized scales were significantly higher than correlations with any other scale in 248 out of 273 comparisons (90.8%) and were higher, though not significantly, in an additional 25 comparisons. Thus, overall discriminant validity for the proposed set of item-toscale assignments was 100%; in no instance was an item more highly correlated with a scale other than its hypothesized scale. Information regarding the descriptive statistics can be found in Table 4 .
Because mean scale scores clustered near the midpoint value of "3," we assessed the degree of facility variability in the measures by conducting multivariate analysis of variance (MANOVA) using the eight scales as the simultaneous dependent measures to protect against the increased likelihood of making Type 1 error associated with multiple comparisons. We found a significant effect for facility (Wilks' λ = .581, F = 2.57, p < .0001). The follow-up, step-down one-way analysis of variances (ANOVAs), one for each PCCAT scale as the dependent variable, identified significant differences for three out of the eight scales: autonomy, personal environment for residents, and management structure. In addition, facility differences on two other scales-comfort care and your work with residents-approached statistical significance.
Additional data related to reliability and validity can be found in Table 5 , which reports interscale correlations and scale internal consistency reliability estimates (coefficient alphas). The observed patterns among these parameters are consistent with valid measures of related yet distinct aspects of PCC. Specifically, the alpha coefficients are considerably higher than the interscale correlations. If this were not the case, it would suggest that the scales were interchangeable rather than measures of distinguishable aspects of CLC employee perspectives.
Discussion
In order to address several limitations of the prevailing tool used to assess the PCC model in VA CLCs, we tested the psychometric characteristics of an alternative measure, BJBC PCC Assessment, in a national sample of CLC staff. Our results support the integrity of an eight-dimension model of PCC as defined from the BJBC PCC Assessment Tool. We observed excellent evidence for discriminant validity (100%) and convergent validity (100%). Further, the internal consistency reliability (Cronbach alpha coefficients) for all scales exceeded the 0.70 criterion for group comparisons and was comparable with those reported by White and colleagues (2008) in the private sector. The eight VA PCCAT scales are scored on a 5-point scale, where a high score indicates that staff use more PCC practices as defined by the domain of interest and low scores indicate that CLCs are providing care that could be categorized as institutional and following a traditional medical model. For example, on the "personal environment for residents" scale, a high scale score would indicate that the CLC structured the physical environment to allow residents freedom to walk around where and when they wanted, decorate their rooms to reflect their preferences, and choose from recreational activities made available for residents. A CLC scoring on the low end of the scale would be less person-centered because residents would have a more institution-like experience with few choices about where to walk, no option to personalize their rooms, and few if any interesting activities to do during the day. Similarly, a CLC high on the "knowing the person" scale would have systems in place to track and honor resident preferences about routines, foods, and difficult situations. A facility low on that scale neither would have any such systems nor would such knowledge be considered essential to providing care.
Our results substantially add to the initial testing of the instrument by White and colleagues (2008) in the private sector and support the broader use of the BJBC PCC Assessment Tool within VA. Based on our sample, it appears possible to measure key domains of PCC in a psychometrically sound manner using the VA PCCAT. Further, additional value in the assessment of PCC using the VA PCCAT derives from the fact that, it is an appraisal of PCC practices based on multiple staff members, rather than a single ACCT point of contact who may be Note: *p < .05. **p < .01. ***p < .10.
influenced by the medical center's need to improve performance on the tool. Our success in administering the instrument suggests that it is feasible to use VA PCCAT to measure PCC in the VA. A limitation of our study was the response rate of 36%. Some factors that might have limited the respondents' ability to participate include not having easy access to computers during work hours, not feeling they could answer questions regarding PCC because they do not work directly with CLC residents enough to knowledgably respond, or not being able to complete the online survey because of competing demands of clinical work. Given the low response rates, we suggest that a paperand-pencil mode of administration also be used to collect data, similar to the methodology used for many other surveys in VA, such as the annual national All Employee Survey (AES; Nagy, Mohr, Warren, & Meterko, 2006) . In a pilot study conducted to test various AES administration options, mode effects were analyzed using an experimental design that randomly assigned the study sample to paper-and-pencil, web, or telephone conditions. The paper-and-pencil mode had the highest response rate, followed by web mode, and then the telephone mode. In addition, more minority and hourly employees responded to the paperand-pencil version of the survey than to the other modes. This finding suggests that only offering a web version only can bias results by excluding certain groups of employees. If multiple modes of data collection are used for VA PCCAT, additional analyses should be done to assess similar or other mode effects.
Because survey administration was anonymous, there was no direct way of comparing respondents' with nonrespondents' demographic characteristics. To assess potential bias, we compared the observed distribution of professional roles based on participants' response to a survey item regarding professional role (n = 265) to the expected distribution of professional roles for the entire population based on the professional role listed on the sample file (N = 958). We found a statistically significant difference between the two distributions (χ 2 = 30.2, df = 6, p < .01). In particular, the respondents included fewer administrative and "other professional staff" (e.g., dieticians, chaplains, social workers), and more licensed therapists and other staff (e.g., drivers, food service, housekeeping), than the overall population. However, the differences were small in magnitude: For example, the observed frequencies of licensed RNs, medical providers, and nursing assistants were all within 5% of their respective expected values. This finding suggests that we were able to engage the key staff groups involved in providing direct care to residents (e.g., RNs, medical providers, and nursing assistants) and staff outside these direct care roles (e.g., administration, other professionals, therapists, and support staff) to participate in the survey.
Although the survey only took about 10 min for respondents to complete, another possible reason for not obtaining a higher response rate was the length of the survey. Given the high internal consistency reliabilities for most scales, it is possible that many scales could be abridged with minimal effect on internal consistency reliability. For example, "alpha-if-item deleted" statistics from the MTA indicate that omitting Question 1 ("How many residents spend time with animals as they chose") from the Autonomy scale, or Question 26 ("For how many can you contribute to care plans") from the Comfort Care scale, would actually improve the alpha coefficients slightly (i.e., by less than 0.01). Each of the six remaining scales included one item that, if eliminated, would diminish the alpha coefficients by 0.02 or less. For example, in the Personhood scale, the item "How often are you able to spend time with residents talking or just being with them?" could be dropped and the scale alpha coefficient would still be 0.91. We note, however, that these particular PCC items were those immediately identified by the MTA analysis on a strictly empirical basis; there may be theoretical reasons that one might want to retain one or more of these particular items in a measure of PCC. Other items that were more conceptually redundant could be identified as candidates for deletion, even if their removal had a somewhat greater but still tolerable impact on internal consistency reliability. We suggest that additional comprehensive but psychometrically sound work toward creating a shorter form of the PCCAT would be a valuable direction for future research.
As noted, the main purpose of this study was to test scale psychometrics. Further research on scale aggregation and scale score variation by site and staff type are needed before the VA PCCAT should be used for research or policy purposes. Specifically, intraclass correlations should be computed to justify score aggregation at the facility level (Vogus & Sutcliffe, 2007 ). An additional issue that merits further study in relation to the aggregation of PCCAT scores to compute facility-level means is the question of differences within facilities by staff type. In the course of their development work, White and colleagues piloted the survey with all staff disciplines, not just clinical or direct care workers. However, although the survey language may be accessible to respondents from different disciplines, different types of staff may have varying levels of exposure to PCC practices. For example, administrative staff may not work closely enough with residents to accurately answer the survey questions. We suggest that future nursing home survey studies include all staff disciplines and assess differences among employee types. Stratified analyses by staff type would require a larger sample size in order to have sufficient power to detect differences in PCC scores. However, evidence regarding potential differences in perceptions of PCC across employee roles is currently lacking, and thus, we recommend that staff types be considered a control variable when designing future studies and analyzing those data.
Given the substantial evidence of reliability and of convergent/discrimininant validity at the item level provided by this study, we feel that the next step is to focus future research on this instrument on other types of validity. In particular, studying the scale-level convergent and construct validity of the VA PCCAT will further improve the ability of researchers to develop the evidence base for PCC models. We feel a selfreport measure assessing PCC constructs is appropriate because these PCC concepts can be defined in terms of staff perceptions and attitudes about the work environment (Schmitt, 1994) . However, more generally, the issue with all self-report measures is whether responses reflect actual behavior. Campbell and Fiske (1959) suggest that a multimethod measurement approach incorporating such methods as behavioral observation as well as informant reports be used to address this concern. A major challenge in this regard for the measurement of PCC in the nursing home setting is that there is currently no gold standard measure, and many tools are still in the development phases (Edvardsson, Fetherstonhaugh, Nay, & Gibson, 2010) .
Nonetheless, one potential approach to assessing convergent validity would be to compare VA PCCAT scores with other measures of PCC. One such measure is the Person-centered Care Assessment Tool (P-CAT) a 13-item staff selfreport assessment tool measuring three main dimensions-extent of personalizing care, amount of organizational support, and degree of environmental accessibility (Edvardsson et al., 2010) . In addition or instead, VA PCCAT scores could be compared with those generated by the Residentcentered Assessment of Interactions with Staff and Engagement tool (RAISE), currently being developed in VA. The RAISE is a standardized, observation-based tool for researchers to measure staff behaviors related to staff-resident interactions and staff members' engagement of residents (Snow et al., 2012) . Although both tools are promising, the P-CAT would need testing to adapt it to the VA setting, and RAISE needs to be finalized and validated itself.
The most feasible way to assess convergent validity would be to compare the VA PCCAT to VA's current informant report measure, the ACCT. The ACCT is based on the Holistic Approach to Transformational Change Model (HATCh) model, which aims to decrease the institutional nature of long-term care and incorporate individualized care by including resident and employee needs into decision making. HATCh is centered on three overlapping and interrelated types of change: workplace practices, care practices, and environment (Pioneer Network, 2011 ). The HATCh model also emphasizes the importance of leadership, the community/ family, and adherence to governmental standards for care in providing a context for the change effort. Similar to the ACCT, the eight VA PCCAT dimensions developed by White and colleagues (2008) can also be mapped to correspond to the domains of the HATCh model. Thus, ACCT measures such as "physical environment" can be compared with VA PCCAT's "physical environment for residents" scale for the same CLC.
Construct validity of the VA PCCAT could also be assessed by associating scale scores with theoretically predicted staff, resident, and family outcomes. Implementation of PCC has been theorized to improve resident quality of life (Kane et al., 2003; Zimmerman et al., 2005) , psychosocial health outcomes (e.g., loneliness, depression, behavioral symptoms, and use of restraints), and physical health outcomes (e.g., medication use, falls, mobility, activities of daily living, and cognitive impairment; Hill et al., 2011; Kane et al., 2007) . Other outcomes of interest include staff outcomes such as autonomy, satisfaction, and turnover and family/caregiver satisfaction (Burgio et al., 2004; Farrell et al., 2006; Kane et al., 2003 Kane et al., , 2007 Rantz & Flesner, 2004; Zimmerman et al., 2005) . The HATCh model suggests that implementing PCC practices improves resident outcomes. We hypothesize that changes to work practices, providing employees with more flexibility in delivering resident-centered care, enhance employee job responsibility, and task meaningfulness, thereby improving job satisfaction. We would propose that improved job satisfaction in turn is linked with improved staff retention and improved resident quality of life and resident satisfaction. Improved staff retention is theorized to have a direct effect on resident clinical care, quality of life, and satisfaction due to continuity and the development of staff expertise. Changes to care practices are theorized to have direct influences on care quality and on resident quality of life and satisfaction. Changes to the physical environment of care are theorized to have an indirect effect on care quality and resident quality of life by way of their influence on care practices and through the enabling of changes in care practices. Finally, contextual factors, such as leadership support and resources, are theorized to influence the extent of change possible in each of the three interrelated domains of change. Although preliminary results have suggested a relationship between PCC practices (executed via the HATCh model) and better outcomes, much more research needs to be done before firm conclusions can be drawn.
As Rahman and Schnelle (2008) point out in their seminal article regarding the state of PCC research, although the evidence base for the PCC model continues to grow, there is still considerable work needed to improve PCC measurement tools and further examine the relationship of scores based on those tools with resident and staff outcomes. This study contributes to that effort by reporting the results of a thorough psychometric assessment of a prominent measure of PCC in the long-term care setting, using a sample of staff members in nursing home units that are part of a large integrated care network, the VA. 
